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journal homepage: http: / /www.pediatr -neonatol .comEDITORIALMedication Errors in PediatricsMedication errors are very common in daily practice. They
can occur at almost every stage during the administration
of a drug to a patient. The National Coordinating Council
for Medication Error Reporting and Prevention in the USA
defines a medication error as any preventable event that
may cause or lead to inappropriate medication use or that
may harm the patient while the medication is in the con-
trol of the healthcare professional, patient, or consumer.
Using a reliable detection method, such as retrospective
reviews of health records, it was determined that an
estimated 15% of errors occurred in handwritten pre-
scriptions in hospital practice in western countries.1,2 The
incidence is believed to be higher in pediatric patients
because of the greater requirement of calculations of the
dosage and relatively greater susceptibility of young chil-
dren to small dosage errors. Several efforts have been
made to reduce prescription errors. For instance, elec-
tronic prescriptions have been shown to reduce the num-
ber of prescribing errors significantly.1
Although substantial attention has been paid to pre-
scribing errors made by healthcare professionals, limited
information is available about errors occurring at the con-
sumer’s end. Similar to prescribing errors, errors in medi-
cation administration are much more common and
important in pediatric patients than in adults. It is reported
that more than 50% of parents make errors when dosing
liquid medications. In a study analyzing the nature of 491
therapeutic errors among Australian children in a commu-
nity setting, incorrect dosage was the most common error,
accounting for 56.8% of all errors.3 Administration errors
occurred frequently with parents who were not adequately
educated about dosing liquid medication or in using inap-
propriate instruments for dosing.4,5 The incidence of
administration errors can be even higher when parents are
required to add water to powdered medication. The
reconstitution of medication is a process that is usually
performed by the pharmacist before delivery of the medi-
cation. In Taiwan and some other resource-limited coun-
tries, however, the procedure is accomplished by the
caregivers at home. The reconstitution is a much more
complicated and difficult procedure for parents than pre-
viously thought. In this issue of Pediatrics and Neonatology,1875-9572/$36 Copyright ª 2013, Taiwan Pediatric Association. Publish
http://dx.doi.org/10.1016/j.pedneo.2012.12.019Hu et al6 compare three groups of parents with respect to
their capability of reconstituting two commonly used anti-
microbial agents after receiving different education pro-
grams. Surprisingly, only 2% of the parents correctly
answered all of the questions (i.e., got perfect scores)
about drug reconstitution after reading the package insert,
whereas 74% of parents receiving face-to-face instructions
with a graphical education sheet obtained perfect scores.
Intriguingly, although the time of education was sig-
nificantly longer in the latter group, they required sig-
nificantly less time for the subsequent confirmation
procedure as well as the mean time of the whole procedure
(281.4 seconds vs. 353 seconds). These results highlight the
importance of clinical pharmacists in parental education
for correct medicine preparation. Without adequate
struction, the incidence of parental errors in dosing liquid
medication can be very high, which potentially can lead to
ineffective treatment or result in harm to pediatric
patients.
Although medication errors are of concern, research on
the pediatric population and consumer use is limited.
Further information is needed to help reduce errors of both
healthcare professionals and consumers. At present,
minimizing medication errors and ensuring the adequate
and efficient delivery of medicine to patients should largely
depend on good training and communication between
healthcare professionals with the assistance of the
electronic medical system. An effective, efficient, and
comprehensive education program of medication admin-
istration should be routinely provided to caregivers.
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